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1340 DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 2 8 4 d _f

1739 B"‘“‘“"T fw STANDARD CERTIFICATE OF DEATH State Fie No.

I x2s159 SEP o _ )
mgm“stmﬂon District No. ._ a ._.J_ — Primary Registration District No._%_[._z.._z... Ragistrer's No 4/

17. (3 (&) Date t.hu'ml'

) ) (State)
(Barial, cremation, or removal )} (Yem) {&) Didinjury ocrur in or abont holnef o;,f:'r::?i industrfn.l p!a‘;e in public“p;;ce?

.- {¢) Place: burial or crematio

18. (o} Signature of funeral dlm:to ot
(5) Address livan, MO e

19. ‘w _M_
(D-ur fegistrar) }/ —— = { Rlegistrer’s signatore)

I / / Q i (Licensed Embalmer’s Statement on Reverse Side)

1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED:
3 é aa: {a) County. Franklin . 032
4( S (&) City or town Sulli van, MO . (a) Star.e___M.i_.S._S_QLlIZi_._ )] Connty__m'_a.n.lﬁ,‘:..li.n.,_......____
8 {Ifoutsids cily or towa limite, write “RURAL™ and name of towsshin} - fo]
0 &= {c) Name of hoapital or institution: ‘2t home (&) City or town (S ullivan ‘ , -
1f putaide city or town limita, write “RURAL",
; {IT not in hospital or justitution, write street number or location)
{d) Length of stay: In hospital or institution (d) Street No. .
{If rural, give location)
g In this community. All he T 11 fe I (Specily whether - /D
E yoars, months or days) {¢) If foreign born, how long in 1. S, A.7. years,
-1
MEDICAL CERTIFICATION
&1l 3. (o) PRINT Emily Scott
FULL NAME 2 Au t
< z 20. DATE OF DEATH: Month s dayo S0
g 3. () If veteran, 3. ;:I) Social Security year. TOAT har I I soloute_ . )
-l i 21. I hereby certify that I attended the d g_
EI ‘ 5, Colﬁ}' 1“)11-1 6. (o) Single, wi%?vjv_“(li married, d ’
£ [ oW
] 4 Q"Fe male race e divoreed Al that I 1ast eaw bt alive o :
E 6. () N, husbafid or wife.. 6. (¢) Age of husband or wife if j| 2nd that death occurred on the date and by . Dupation
5 alive years || Immediate cause of t L —
2 mm(om.,,,,,. Dec, 3d. 1850 P IR T R S S
g {Month} {Day) {Year)
[} 8. ACE: Years Meoenths Days If less than one day
4 .
a 90 7 28 . il
. -5
E o. Birthplace.........ROCK_Springs, Mo. 7
(City, town, or county) (State or forelyn couotry) - 5
10. Usual occupation 10mo Other conditions. f1.71 IXF
% - Heuai occu - - (Inchude within 3 hs of death} Vi F Y3 —
@ || 11- Industry or business : PHYSICIAN ~
J g 2. Neme___GOOTZE Reynolds Miajor fadings: - . —
= Ohio i Underline
Z || &\ 13, Birthplace - the cause to
] (City, tows. or tg tata or fareign coantry} lwhich death
j g 14. Maiden nam m a h Of antopsy. hould“h:
B ‘5{ 15. Birthplace Missourl, 0 Cistically.
E = (Clty, town, er county) (Stats or foreign country) 22. If death was due to external causes, £l in the following:
2 || 16. (@)- Informant Mrs.Stivers, (6) Acdident, suiclde, or homidide (specify)
| B () Addresa Sullivan, Mo. ° (5} Date of occurrence
i BRuri al 8-3-1941 {c) Where did Injury occur?.




STATEMENT BY -LICENSED EMBALMER

. I hereby certify that the body whose name'is recﬁrded on the reverse side of this certificate was emb'a.lm;:d by me, or by.

» Registered Appreatice No.

working under my personal supervision,

i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWBITING (leure to comply with
the above constltutes grounds for revocation of license.) :

If t]:us body is not embalmed, fact should be so stated above. : Lo o "




